UMASS,  AMHERST   * 


3120bb  Q2fiE   MDbl  7 


V 


-7  5  m 


Denn 


S8 


'"setts 


B  COMPREHENSIVE  SFRV ! CE-DEL I  VERY  SYSTEM 

with  a 
CONTINUUM  OF  CARE 
for 

ADOLESCENT  .SEXUAL  OFF ENDFR.S 


By  Steven  M.  Bengis,  Ed. D 


The  publication  of  this  paper  has  been  supported  by  the 
Massachusetts  Department  of  Mental  Health,  Children's  Division, 
Ms.  Joan  Mikula,  Assistant  Commissioner. 


4*  • 


TABLE  0?  CONTENTS 


PAGE 


PREFACE  i  i 

INTRODUCTION  v 

SECTION  I           HISTORY,  DATA ,  and  CLIENT  PROFILES  1 

SECTION  II         DIAGNOSTIC  ASSESSMENT  and  TREATMENT  7 

SECTION  III       A  COMPREHENSIVE  SERVICE-DELIVERY  SYSTEM 

with  a'  CONTINUUM  OF  CARE  15 

SECTION  IV         RECOMMENDATIONS  22 

APPENDICES  27 

FOOTNOTES  29 

ANNOTATED  BIBLIOGRAPHY  31 


In  the  Fall  of  1985,   the  Children's  Services  Division 
of  the  Massachusetts  Department  of  Mental   Health  began  to 
explore  alternatives  for  the  treatment  of  the  increasing 
numbers  of  adolescent  sexual  offenders  who  were  being 
referred  to  the  system  for  services.     The  paper  which 
follows  was  one  part  of  that  exploration.     It  was  designed 
to  provide  a  conceptual   framework  to  guide  both  the  creation 
of  new  services  and  the  better  utilization  of  existing 
services  to  meet  the  needs  of  this  difficult  client 
population.  The  original  report  has  been  edited  to  apply  to 
any  state,  region,  or  area  contemplating  the  development, 
expansion,  or  coordination  of  programs  to  confront  the 
adolescent  perpetrator  problem. 

Major  focus  on  the  treatment  of  adolescent  sexual 
offenders  has  a  relatively  short,   ten-year  history.  The 
people  who  have  become  the  acknowledged  "experts"    in  the 
field  did  not  apply  textbook  theories  to  their  practice. 
Rather,   they  responded  to  a  perceived  need  via  intuition, 
creativity,  and  trial   and  error.  Often  they  worked  in 
Isolation  from  each  other.     Theory  developed  from  practice 
and  knowledge  emerged  from  the  lessons  of  countless 
f ai 1 ures. 

The  result  of  this  process  has  been  the  creation  of  a 
philosophy  of  treatment  that  varies  widely  in  specifics  but 
conforms  to  several   central   tenets  or  assumptions  which  form 
the  foundation  of  the  work.     These  assumptions,   to  be 
discussed  In  the  body  of  this  paper,  are  being  adhered  to  by 
increasing  numbers  of  professionals  responsible  for  the 
treatment  and  management  of  these  clients. 

It  would  be  inaccurate  to  conclude,  however,  that 
agreement  upon  certain  basic  assumptions  has  standardized  or 
consolidated  the  wide  range  of  approaches  to  treatment 
presently  in  use.     The  field  is  young,  experimental, 
non-dogmatic,  and  filled  with  unanswered  questions.  There  is 
an  urgent  need  to  come  to  agreement  on  acceptable  diagnostic 
categories,   to  establish  a  significant  body  of  research  data 
and  to  conduct  a  wide  range  of  studies  to  determine  the 
efficacy  of  the  different  models  for  treatment  presently 
being  used.  While  logic  might  lead  us  towards  attempting  to 
accomplish  these  three  goals  prior  to  embarking  on  any  new 
treatment  initiatives,   the  rapidly  expanding  numbers  of 
adolescent  sex-offender  clients  being  referred  for  treatment 
precludes  such  an  approach.  Thus,  we  must  begin  with  the 
knowledge  we  have,  at  the  same  time  that  we  support  and 
encourage  the  consolidation  and  research  that  will 
ultimately  lead  to  more  effective  and  more  systematic 
treatment . 
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The  shared  assumptions  previously  mentioned  can  form  the 
foundation  for  this  beginning.  Unlike  the  pioneers  in  the 
field,  we  can  draw  on  a  small  but  significant  body  of 
literature  and  professional  expertise.  Over  the  past  two 
years  both  a  National  Adolescent  Perpetrator  Network  and  a 
New  England  Adolescent  Perpetrator  Network  have  come  into 
being.     Both  Networks  serve  as  a  source  of   information,  and 
professional   expertise.  The  National  Network's  newsletter 
■Interchange"  provides  some  of  the  most  current  thinking  in 
the  field.  The  first  national  conference  on  treating 
adolescent  sexual   offenders  was  held  in  Minnesota  in  April 
1986.  Thanks  to  the  existence  of  all   of  these  resources,  we 
can  prcceed  with  the  difficult  task  of  responding  to  the 
community's  need  for  protection  and  the  adolescent 
offender's  need  for  treatment. 

Many  of  the  ideas  presented  in  this  paper  have  been 
distilled  from  a  review  of  relevant   literature,  personal 
conversations  with  experts  in  the  field,   trainings  I  have 
attended  over  the  past  two  years,  and  my  own  work  over  five 
years  with  adolescent  sexual   offenders  and  treatment  staff 
while  serving  as  Director  of  a  staff-secure  residential 
facility  for  severely  emotionally  disturbed  and  violent 
adolescents.  While  I  am  deeply  grateful    to  the  many 
practitioners  who  have  contributed  to  our  knowledge   in  this 
field,   I  would  like  to  thank  a  special  few: 

-Fay  Honey  Knopp  for  her  ongoing  compilation 
of  research  data,  and  information  on  program 
mode  1 s ; 

-A.  Nicholas  Groth  and  his  colleagues  for 
their  pioneering  work  with  adult  offenders, 
the  premises  of  which  often  have 
applicability  to  an  adolescent  population; 

-Theodore  Seghorn  and  other  staff  at  the 
Massachusetts  Treatment  Center  for  their 
valuable  monographs  and  treatment 
perspectives; 

-Jonathan  Ross  and  Peter  Loss  of  Forensic 
Mental   Health  Services  of  Connecticut   in  New 
London,  CT,  who  worked  for  many  years  in 
isolation  before  discovering  colleagues  and 
gaining  the  recognition  their  work  deserved; 

-Linda  Tschirhart  Sanford,  former  Director  of 
the  Sex  Abuse  Treatment  Unit  at  Coastal 
Community  Counseling  Center  in  Braintree,  MA, 
who  along  with  her  colleagues  has  expanded 
our  knowledge  of  outpatient  treatment  for 
adolescent  offenders; 
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-Patricia  Cutler,  an " adol escent  sex-offender 
group  leader  for  the  New  England  Adolescent 
Research  Institute,   Inc.   in  Holyoke,  MA,  who 
shared  her  Impressions  and  perspectives  on 
the  Closed  Adolescent  Treatment  Center's 
secure  facility  in  Denver,  CO  after  a 
three-day  visit  there; 

-  Emily  Coleman,  a  colleague  of  Judith  Becker 
in  New  York,  who  spent  ten  years  studying  and 
treating  adult  offenders  and  refining 
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INTRODUCTION 


Over  the  past  ten  years  the  number  of  adolescent 
sexual  offenders  referred  for  treatment  has  Increased 
dramatically.  Ccmbined  with  the  even  greater  number  of 
underreported  or  unreported  sexual   offenses  committed  by 
this  youthful  population,   the  numbers  take  on  significant 
propor t  i  ons . 1 

Whether  the  increases  are  due  to  greater  willingness  to 
report,   Increased  incidence  of  offenses  or  both  (the   lack  of 
comparative  data  makes  it  virtually  impossible  to  make  such 
a  determination),   the  need  to  develop  specialized  diagnostic 
assessments,  staff  training  and  treatment  services  for 
adolescent  sexual   offenders  is  urgent. 

The  purpose  of  this  paper  is  to  put  forth  both  a 
conceptual   framework  and  a  specialized  approach  to  treatment 
by  using  the  following  format:     Section   I   outlines  the 
history  of  the  treatment  of  adolescent  sex  offenders  and 
examines  relevant  statistics,  data,  and  diagnostic  profiles 
of  this  client  population.     Section  2  both  establishes  the 
basic  operating  assumptions  that  form  the  foundation  of  an 
approach  to  treatment  adhered  to  by  an  ever  growing  number 
of  practitioners,  and  explores  the  need  for  specialized 
diagnostic  assessments.  Section  3  argues  for  the 
establishment  of  a  comprehensive  service-delivery  system 
organized  along  a  continuum  of  care  that  ranges  from  highly 
physically  secure  residential   sites  to  outpatient  groups  for 
clients  who  continue  to  live  in  the  community.  Section  4 
advances  specific  recommendations  designed  to  help  implement 
the  premises  of  this  paper. 

Attached  appendices  provide  relevant  collateral 
information,    Including  a  basic  bibliography  for  those 
interested  in  pursuing  further  research. 

While  the  socio-economic  and  cultural    influences  that 
have  generated  today's  large  number  of  adolescent  sexual 
offenses  are  not  the  subject  of  this  paper,   these  influences 
cannot  be  entirely  ignored  when  examining  the  need  for 
prevention.  Therefore,   the  conclusion  to  this  document 
argues  for  a  comprehensive  prevention  effort  to  reduce  the 
high  number  of  sexual  offenses. 

Def  i  n  i  t  i ons 

At  present,  standard  definitions  of  adolescent  sexual 
deviance  do  not  exist.  To  provide  internal   consistency  this 
paper  has  relied  on  the  definitions  put  forth  by  the 
National  Adolescent  Perpetrator  Network.     They  are  as 
foil ows : 
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An  adolescent  sexual   offender  or  Juvenile  sexual 
offender  Is  a  youth,  from  puberty  to  the   legal  age  of 
majority  committing  any  sexual    Interaction  with  a  person  of 
any  age  against  the  victim's  will,  without  consent,  or  in  an 
aggressive,  exploitive,  or  threatening  manner. ^ 

An  adolescent  molester  or  pedophile  is  defined  as  an 
adolescent  sexual   offender  engaging  in  sexual  interactions 
with  a  significantly  younger  pre-pubescen t  victim.  The 
Sexual  Assault  Center  in  Seattle,  WA,  defines  an 
inappropriate  age  difference  as  five  or  more  years. ^ 

The  author  has  chosen  to  use  only  the  masculine  pronoun 
throughout  this  paper.     While  females  are  also  involved  In 
such  offenses,  use  of  the  male  pronoun  acknowledges  that 
sexual  abuse  remains  a  predominantly  male  issue. 
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SECTION  ONE 


HISTORY,  DATA,  and  CLIENT  PROFILES 


Until   recently,   en  atmosphere  similar  to  that  which 
surrounded  child  abuse  contributed  to  maintaining  a  climate 
of  minimization  and  secrecy  with  regard  to  adolescent  sexual 
offenses.     The  reasons  for  this  climate  are  many.   In  spite 
of  the  sexual   revolution  of  the  1960's,  sexuality  remains  a 
difficult  topic  for  many  people  to  discuss  openly.  When  the 
sexuality  involved  Is  deviant  and  the  behaviors  are  those 
which  many  find  abhorrent,   the  problem  Is  further  magnified. 
The  embarrassment   in  talking  about  sex  turns  into  deep  shame 
for  the  victims  of  sexual   offenses  and  their  families  who 
are  extremely  reluctant  to  discuss  the  offenses  in  which 
they  or  their  children  have  been  involved.  They  are  often 
far  more  concerned  about  their  reputations  with  peers  and 
community  members  than  they  are  with  the  prosecution  and/or 
treatment  of  the  adolescent  offender. 

Shame  also  contributes  to  the  denial   and  minimization 
that  are  the  hallmarks  of  adolescent  sexual   offenders.  They 
see  themselves  as  different  from  other  age  peers  whom  they 
somewhat  accurately  perceive  as  not  sharing  either  their  own 
sexually  deviant  behavicrs  or  the  fantasies  that 
characterize  their  daily  lives.  Sexual   offenders  may  see 
themselves  as  perverse  and  perhaps  bizarre.  They  are  certain 
that  others  could  not  possibly  have  a  similar  experience.1 

While  seme  youth  are  filled  with  shame  and  guilt, 
others  are  fearful   of  the  consequences  that  revelation  might 
bring  frcm  family,  peers  and  the   legal   system. ^ 

The  families  of  many  offenders  have  an   investment  in 
secrecy  and  minimization  since  they  do  not  want 
professionals  delving  into  their  own  families.  Such 
investigation  often  reveals  the  sexual   victimization  of  the 
adolescent  offender  by  other  family  members,  and/or  a 
history  of   incest  and  other  forms  of  physical  and  sexual 
abuse  within  the  family  system. ^ 

The  myths  and  false  assumptions  shared  by  both  the 
general  public  and  law  enforcement  and  treatment  personnel 
have  also  contributed  to  keeping  adolescent  sexual  offenses 
out  of  the  limelight.     Sexual  experimentation  is  seen  as  a 
normal  part  of  adolescent  development,  and  the  demonstration 
of  sexual  prowess  is  seen  as  a  male  rite-of-  passage.  The 
society  does  not  as  yet  have  a  shared  sense  of  normative 
adolescent  sexuality  and,  therefore,  many  adults  are 
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behaviors  as  either  truly  deviant  or  in  need  of  serious 
i  ntervent  i  on . 

The  police  officer  called  to  intervene  in  the  case  of 
adolescent  sexual  offense  may  view  the  incident  as  a  one- 
time aberration  in  an  otherwise  "normal"   adolescent  life. 
The  officer  may  prefer  to  minimize  the  offense  rather  than 
to  risk  labelling  the  youngster  by  charging  him  with  a 
sexually  deviant  crime.  Thus,  arrest  records  often  fail  to 
reveal   the  actual  crime  which  has  been  committed. ^ 

The  desire  to  protect  the  adolescent  from  what   is  seen 
as  a  shameful    label   continues  further  into  the  criminal 
justice  system  via  plea  bargaining  which  may  allow  a  youth 
to  plead  to  a  simple  assault  or  even  a  property  crime  rather 
than  prosecuting  him  for  the  sexual   assault  which  actually 
occurred.  Such  commonplace  practices  contribute  both  to  the 
lack  of  accountability  in  adolescent  sexual   offenses  and  to 
the  problem  of  accurate  diagnosis  of  these  clients. 

In  the  few  instances  where  a  sexually  deviant  crime  is 
actually  prosecuted,   judges  also  contribute  to  the  climate 
of  denial   and  minimization  by  dismissing  cases  outright  or 
placing  youth  on  probation  without  mandating  sex-offender 
treatment . 

Additional   causes  of  minimization  and  lack  of 
accountability  are  reported  by  Fay  Honey  Knopp:  ° 

1.  The  victim,  whether  male  or  female,  often  is 
reluctant  to  report  the  incident  because  of 
(a). ..an   inability  to  articulate  the  offensive 
experience;   (b)   fear  of  parents'  reaction;  ...and 
(d)in  seme  cases,   fear  of  reprisal  by  the 

of  fender . 

2.  Human  service  providers  have  not  been  trained 
to  identify  and  work  with  juvenile  sex-offenders; 
hence,  when  a  juvenile  is  referred  for  evaluation 
of  a  sex  offense,  his  behavior  may  be  misdiagnosed 
as  simply  "adolescent  adjustment  reaction".  Most 
medical   and  social  work  schools  have  not  prepared 
physicians  and  social  workers  to  address 
adequately  normal    issues  of  sexual  development, 
and  they  give  even   less  emphasis  to  sexually 
violent  behavior. 

3.  The  sex  offender  does  not  self-refer  to 
clinicians,  either  because  of  the  adverse  legal 
and  social   consequences  that  may  result  from  such 
disclosure,  or  because  he  feels  he  has  done 
nothing  wrong. 
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In  the   last  ten  years,  however,   this  veil   of  secrecy 
and  avoidance  has  begun  to  lift.   In  1975,   the  first 
comprehensive  programs  for  the  evaluation  and  treatment  of 
this  client  population  were  started.  Since  that  time  both 
the  number  of  treatment  programs  and  research  projects  have 
Increased.   Information  from  these  early  programs  has  forced 
many  people  to  reevaluate  their  assumptions  about  adolescent 
sexual  deviance.     The  data  reveal   the  following: 

1.  The  profiles  of  adolescent  sexual   offenders  are 
varied.     They  are  not,  as  many  assume,  strangers 
who  are  hiding  in  the  bushes  ready  to  pounce  on 
innocent  victims.  Quite  often  they  are  friends  of 
the  victim  or  members  of  his  or  her  own  family, 
neighbors,  baby  sitters,  boyscout   leaders,  or  high 
school   athletes.  They  may  be  middle  upper  or  lower 
class,  white,  black  or  brown. 

2.  Youth  who  are  referred  to  treatment  programs  or 
to  the  courts,   are  rarely  mislabelled  as  sexual 
offenders.   In  five  years  of  evaluating  350 
teenagers  referred  for  sexual  aggression,  the 
Sexual   Offender  Program  at  the  University  of 
Washington's  Adolescent  Clinic  found  that  only 
four  proved  not  to  be  offenders  In  the  legal 
definition.  While  mislabelling  Is  always  an 
important  concern  which  should  be  avoided  If  at 
all  possible,   it  does  not  appear  to  be  a  major 
issue   in  the  present  climate  of  denial  and 
minimi  zat  i  on . 

3.  The  act  which  has  brought  the  youth  to  the 
attention  of  the  system  is  in  almost  all  cases  not 
an  isolated  incident.     Sexual  offenses  by 
adolescents  have  antecedents.  These  antecedents 
often   include  a  long  history  of  Ignored  deviance 
and  unreported  offending  behavior,  which  may  have 
progressed  from  deviant  arousal  patterns  which 
started  at  a  prepubescent  age,  through  a  variety 
of  actions  such  as  exhibitionism,  voyeurism, 
frottage  (rubbing  against  people),  and 
inappropriate  fondling  of  children,   to  the  rape  of 
an  adult.  While  the  progression  is  not  always 
linear  and  does  not  always  Involve  all  these 
deviant  acts,  there  is  in  virtually  all  cases  that 
are  referred  for  diagnostic  evaluation  or 
treatment  a  significant  history  of  offending, 
deviant  behavior.   In  addition,   it   is  quite  common 
for  adolescents  to  be  responsible  for  a  wide  range 
of  sexual   offenses,  although  treatment  personnel 
and  law  enforcement  officials  may  only  be  aware  of 
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the  single  Incident  wh i ch " brought  the  youth  to 
their  attention. 

This  multiple  offense  history  Is  revealed  in 
the  following  client-specific  data  that  emerged 
from  the  adolescent  sex-offender  group  at 
Minnesota's  Hennepin  County  Home  School :  " 

CI ient   1  . 


Rape  (victim  3  or  more  years  younger) 
Indecent   liberties  (victim  3  or  more 

years  younger) 
Voyeurism  (dad  and  brother) 
Incest  (brother/brother) 

(unci e/nephew/n  i  ece ) 


30  times 

30  times 
3  times 
15  times 
30  times 


Client  4  . 


Rape  (victim  3  or  more  years 

younger ) 
Rape  (victim  a  peer) 
Indecent   liberties  (victim  3 

or  more  years  younger) 
Indecent   liberties  (victim  an 

adu 1 t  or  peer ) 
Voyeur  i  sm 
Exh  i  b  1 1 1  on  1  sm 


20-30  times 

6-7  times 

20-30  times 

20-30  times 
4  times 
3  times 


CI  lent  9 

Committed  at   least  200  rapes  with  young  victim 
and  at   least  100  cases  of  incest;  physically 
hit  victims  at   least  20  times. 


CI  i  ent  26 


Committed  at   least  123  rapes  on  victims  3  or 
more  years  younger;     peeped,   flashed,  and  was 
involved  with  120  different   incest  offenses. 


4.     Adolescent  sexual  offenders  do  not  generally 
grow  out  of  their  offending  patterns  without 
professional    intervention.     While  we  do  not  have 
access  to  any  data  on  youth  whose  behaviors 
changed  without   intervention,  we  do  have  access  to 
some  data  on  adult  offenders  relevant  to  their 
adolescent  offending  history. 

a.   Of  the  306  sexual   offenders  evaluated  [in 
a  study  by  Becker,  Abel  and  colleagues], 
42%  had  a  deviant  arousal   pattern  by  age 
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15  or  before  and  57%  by  the  age  of  19  or 
before.     The  paraphilia  with  the  earliest 
onset  was  attraction  to  little  boys  (same- 
sex  pedophilia);  53%  reported  arousal  by 
age  15  and  74%  by  age  19  or  before.7 

b.  A.  Nicholas  Groth  reported  that  studies  on 
an  imprisoned  adult  population,  revealed 
that  20%  of  these  men  had  a  juvenile 
criminal  history  of  juvenile  sexual 
assault  and  an  even  larger  number  admitted 
to  having  committed  a  sexual   assault  in 
their  early  teenage  years  for  which  they 
were  never  apprehended.^ 


5.     Finally,   this  is  not  a  problem  which  involves  only 
a  few  deviant  adolescents  who  are  getting  a  lot  of 
"press".   In  spite  of  gross  underreporting,   the  sources 
of  data  that  do  exist  reveal   the  following: 

a.  Uniform  Crime  Reports  from  1975-80  for 
rape  arrests  reveal   that  20-25%  of  the 
rapes  were  committed    by  adolescents  18  or 
under . ^ 


b.  Using  victim  reports,   the  National  Crime 
Survey  Indicates  that  for  1979,  adolescent 
males  committed  21%  of  the  forcible  rape 
in  this  country.   (This  amounts  to  200 
forcible  rapes  per  100,000  adolescent 
mal es) . 10 


c.  Some  centers  serving  child  and  adult 

victims  of  sexual   abuse  report  up  to  56% 
of  the  assailants  as  under  age  18.1* 

Failure  to  prevent  adolescent  offenders  from 
progressing  to  adult  sexual   offenders  can  have  major 
consequences  for  innocent  community  members.     Recent  data 
supplied  by  Becker,  Abel   and  their  colleagues  reveal  that: 

1.  The  average  adolescent  sexual  offender  may' be 
expected  to  commit  380  sex  crimes  in  his  lifetime, 
reflecting  an  increase  of  55  times  in  the  number 
of  victims  as  the  offender  moves  from  adolescence 
to  adu 1 thood. 12 

2.  Data  compiled  on  232  child  molesters  whose 
victims  were  less  than  14  years  of  age  revealed 
that  they  attempted  a  total   of  55,250  molestations 
and  completed  38,727.  Their  total   number  of 
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victims  was  17,585.  They  averaged  238  attempted 
and  167  completed  child  molestations  each.  The 
average  number  of  victims  was  75.8  each.  ^ 

While  there  is  significant  data  with  regard  to  the 
magnitude  of  the  problem,   there  are  also  data  with  regard  to 
treatment  outcomes  that  suggest  the  possibility  of  a 
positive  prognosis  for  adolescent  sexual   offenders  who  enter 
treatment.  Virtually  all  programs  presently  in  operation 
report  encouraging  results  with  adolescent  offender 
populations.     Kncpp  reports  preliminary  program  results  as 
foil ows : 

1.  The  Closed  Adolescent  Treatment  Center  in 
Denver,  CO,  a  highly  structured,  secure 
residential  program  for  the  most  serious  offenders 
who  have  committed  sexual   and/or  other  violent 
crimes,   reports  that  from  1979  to  1986  they  have 
released  19  sex  offenders  who  have  completed  the 
program  and  one  has  been  known  to  reoffend 
sexually.  The  majority  have  kept   in  touch  with  the 
program,  so  there  has  been  a  reasonably  good  check 
on  reported  reof f enses. ^ 

2.  The  Hennepin  County  Home  School    in  Minnetonka, 
MN ,  a  low-security  residential  program  for  serious 
sex  offenders,  reports  that  of  100  offenders  who 
completed  the  Juvenile  Sex  Offenders  Program  since 
1979,   three  are  known  to  have  committed  a  sexual 
offense  after  release.1^ 

3.  The  Program  for  Healthy  Adolescent  Sexual 
Expression  (PHASE)   in  tfaplewood,  MN,   a  community- 
based  program,   reports  that  among  the  200  sex 
offenders  who  completed  the  program,  seven 
subsequent  sexual   offenses  have  been  reported.*^ 

Clearly,  early  intervention  and  specialized  treatment 
for  adolescent  sexual   offenders  can  have  a  major  positive 
impact  on  client  prognosis.  When  this  success  rate  is 
combined  with  the  number  of  victims  that  will    likely  result 
from  a  failure  to  successfully  intervene  with  these  clients, 
the  rationale  for  Implementing  specialized  treatment 
programs  becomes  compelling.  As  Kncpp  has  so  aptly  stated, 
"never  before  has  there  been  such  stunning  empirical 
evidence  to  demonstrate  the  need  for  early  therapeutic 
intervention  In  the  sexually  aggressive  behaviors  of  young 
mal es" . 17 

In  the  next  section,  we  will   take  a  closer  look  at  some 
of  the  specifics  of  this  specialized  therapeutic  treatment 
approach. 
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SECTION  TWO 


DIAGNOSTIC  ASSESSMENT  AND  TREATMENT 


Needs  For  Specialization 

There  is  virtual  unanimity  in  both  the  literature  and 
amongst  sex-offender  experts  that  success  with  adolescent 
sexual  offenders  requires  specialized  diagnostic  evaluations 
and  specialized  treatment.  This  specialized  approach  both 
parallels  and  diverges  frcm  work  with  other  emotionally 
disturbed  acting  out  adolescents.  Diagnostic  assessments 
should  include: 

1.  The  use  of  both  standard  psychological   tests  and 
diagnostic  techniques  designed  specifically  for  a  sex- 
offender  population. 

2.  The  use  of  standard  psychological   and  cognitive 
profiles  and  the  use  of  sex-offender  specific  profiles. 

Sex-offender  treatment  should  include: 

1.  The  use  of  standard  treatment  techniques  (e.g. 
self-esteem  exercises,  assert i veness ,  empathy  and 
rescc i a  1 i zat i on  training). 

2.  The  use  of  techniques  specific  to  a  sex-offender 
population  (e.g.   education  in  of f enderol ogy  and 
victimology,  peer  group  therapy  focusing  on  sex- 
offender  behaviors,  defenses  and  profiles,  and  legal 
accountability  for  new  offending  behavior). 

This  specialization  is  required  for  three  major 
reasons : 

1.  Traditional   diagnostic  assessments  do  not  provide 
sufficient  data  to  allow  for  appropriate  placement  and 
intervention  decisions. 

2.  Traditional   treatment  fails  to  impact  successfully 
on  the  non-compliant  client  who  does  not  voluntarily 
seek  treatment,  denies  his  problems  and  is  engaged  in 
potentially  obsessive,  ritualized  and  addictive 
behav  i  ors . 

3.  Sex  offenders  may  pose  a  serious  risk  to  the 
commun  i  ty . 
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1  .  Traditional   diagnostic  assessments  do  not  provide 
sufficient  data  to  allow  for  appropriate  placement  and 
intervention  decisions. 

Adolescent  sexual  offenders  do  not  fit  neatly  Into 
specific  DSM  III  diagnostic  categories.     They  exhibit  a  wide 
range  of  both  psychological   and  cognitive  profiles  (i.e., 
they  may  be  classified  as  borderline  personality  disorders 
or  sociopathic,  above  average  in  intelligence  or  retarded). 
Understanding  the  underlying  dynamics  of   their  ego 
structure,  defense  mechanisms,  cognitive  capacity  and 
unconscious  motivation  (information  often  provided  by 
traditional   diagnostic  assessments)   is  useful,  but,    in  the 
hands  of  traditionally  oriented  treatment  practitioners, 
this  information  has  not  translated  either  into 
interventions  which  lead  to  the  cessation  of  sexual -act i ng 
cut  behaviors  or  Into  appropriate  recommendations  for 
treatment  placement.  Since  stopping  offending  behavior  is 
the  central   focus  of  treatment,  diagnostic  assessments  must 
provide  the  practitioner  with  data  that  enables  him/her  to 
accomplish  this  goal.     Such  data  should  include  an 
evaluation  of:     honesty;  deviant  arousal   and  offense 
patterns;  degree  cf  aggression  or  violence   in  offenses; 
degree  cf  fixation,   frequency,  and  target  of  offenses;  ether 
abusive,  addictive  or  related  behaviors;   external  controls 
and  support  systems;   tolerance  for  confrontation;  potential 
for  resoc i a  1 i zat i on ;   treatment,  criminal   and  incarceration 
history;  willingness  to  change.1  With  this  data,  provided  by 
sex-offender  specific  assessments,   the  practitioner  can 
decide  both  the  appropriate  site  for  treatment  (i.e.  locked 
secure  unit,  cutpatient  treatment)  and  the  nature  and  depth 
cf  the  issues  which  will  have  to  be  addressed  if  the  youth 
is  to  step  his  offending  behaviors. 

2 .  Traditional    treatment  fails  to  impact  successfully 
on  the  non-ccmp 1 i an t  client  who  dees  not   voluntarily  seek 
treatment,   denies  his  problems  and  enaaces   in  potentially 
obsessive,   ritualized  and  addictive  behaviors. 

Treatment  of  adolescent  offenders  is  similar  to  that 
provided  for  clients  suffering  from  other  disorders  such  as 
alcoholism  or  drug  addiction.  Treatment  begins  with  the 
cessation  of  the  behavior  and  moves  on  to  other   levels  cf 
psychic  exploration.   For  example,  an  alcoholic  in  individual 
therapy  who  is  exploring  his  deepest  early  dynamics  while 
still   drinking  is  no  longer  considered  to  be  dealing  with 
his  primary  prob 1 em--stcpp i ng  his/her  consumption  of 
alcohol.  An  adolescent  sexual  offender  who  is  engaged  in 
traditional  psychotherapeutic  treatment  at  the  same  time 
that  he  continues  to  sexually  offend  cannot  be  considered  to 
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be  dealing  with  his  primary  problem — stopping  sexually 
deviant  criminal  behavior. 

The  analogy  between  sex  offenders  and  other  addicts 
runs  deeper  than  the  need  to  sequence  treatment  so  that  It 
begins  with  cessation  of  offending  behavior  and  moves  into 
deeper  psychic  exploration.  Sexual  offending  behavior  like 
other  addictions  can  become  obsessive,  ritualized  and 
eventually  chronic.   Knopp  describes  the  dangers  of  the 
progression  towards  chronicity: 

Chronic  and  compulsive  sex  offenders,  or 
"paraph i 1 i acs"  usually  begin  their  deviant 
sexual    Interests  at  an  early  age,  fanatasize, 
and  reinforce  the  deviant  themes  during 
masturbation  and  orgasm.     That,  explains 
Abel,    is  a  critical   development  and  the  key 
to  their  developing  a  persistant  deviant 
arousal:   "When  you  see  these  kids  by  the  time 
they  have  committed  a  few  crimes,   they  have 
already  started  to  use  and  associate  these 
deviant  fantasies  with  orgasm.     That  has  to 
be  disrupted  early  Cor  it  can  become] 
chronic.     When  the  problem  becomes  chronic, 
it  takes  on  a  life  in  and  of  Itself  because 
now  a  few  activities  are  used  hundreds  and 
perhaps  thousands  of  times  as  they  relive 
those  highly  erotic  experiences.     When  there 
Is  a  pairing  or  association  between  those 
fantasies  and  orgasm,   that  welding  together, 
that  chronicity,  makes  the  problem  much  more 
difficult  to  deal  with.     Trying  to  unglue 
that  by  the  time  they  are  30  or  40  years  old 
Is  a  major  undertaking.     It  can  be  done,  but 
if  you  had  your  druthers  you  wouldn't.  It 
would  be  better  to  approach  them  when  they 
are  younger. 

Because  of  the  problem  of  chronicity  in 
sexual   offenses,  specialists  who  are  veterans 
of  treating  adult  sex  offenders  never  mention 
the  word  ucuren-only  "control"  or 
"reduction".  These  compulsive  behaviors  are 
compared  often  to  other  addictive,  habitual 
behaviors  such  as  alcohol  abuse  and  patterns 
associated  with  obesity,  gambling,  and  drug 
dependency.     "Any  behavior  that  is 
compulsive,  heavily  patterned,  and  ritualized 
always  remains  in  the  behavioral  repertoire," 
says  Roger  Wolfe  of  Northwest  Treatment 
Associates  in  Seattle.   "It  is  always  there, 
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it  can  be  rel earned, " re-energized,  or 
reinitiated  at  any  time.     You  may   learn  a  new 
behavior  that  competes  with  or  suppresses  the 
deviant  one;  you  may  unlearn  it,  but  you  will 
not  erase   1 1 "  .  .  .  2 

Obviously,   the  younger  a  youth  is  upon  entering 
treatment  the  less  likely  it  is  that  his  sexually  offending 
pattern  will  have  reached  the  obsessive  and  chronic  levels 
described  above.     However,   in  the  present  climate  of 
minimization  and  denial,  adolescent  sexual  offenders 
generally  are  not  treated  until   their  offenses  have 
progressed  to  a  point  where  they  may  be  well   along  on  the 
continuum  towards  imprinting  of  the  deviant  behavior.  Thus, 
the  analogy  to  other  addictive  behaviors  is  one  worth 
considering  until  we  have  progressed  to  the  point  of  very 
early  identification  and  very  early  treatment.  When 
considering  this  analogy,   the  failure  of  traditional  therapy 
techniques  to  impact  on  these  behaviors  should  also  be 
noted.   In  addition,   traditional   therapy  has  been  designed 
for  compliant  clients  who  acknowledge  their  problems,  have 
an  interest  and  desire   in  altering  their  behaviors  and  agree 
to  participate  in  treatment.     Such  therapy  has  not  proven 
successful  with  clients  like  adolescent  sex-offenders  who 
are  generally  non-compliant,  minimize  and  deny  their 
problems  and  refuse  to  participate  in  treatment  unless  it  is 
mandated  by  the  courts. 

3 .  Sex  offenders  may  pcse  a  serious  risk  to  the 
ccmmun I t  v . 

Unlike  alcoholism  or  drug  addiction  where  the  actual 
addictive  acting  out  pr  imar  i 1 v  damages  the  addict  (i.e. 
alcoholics  lose  Jobs,   families,  damage  their  health;  addicts 
risk  overdosing),  sexual   offenders  primarily  damage  innocent 
victims.  Obviously  there  is  collateral   damage  to  family, 
friends,   the  community  and  the  economy  from  other  addictive 
behaviors,  but  this  damage  is  not  identical   to  the  damage 
caused  by  direct  sexual   victimization.  As  a  result  of  this 
critical   difference,    issues  of  community  safety  become 
paramount   in  both  the  diagnosis  and  the  treatment  phases  of 
work  with  a  sexually  offending  population. 

Traditional  mental  health  practitioners  have  tended  to 
underestimate  the  issue  of  community  safety.  By  relying  upon 
information  presented  by  their  clients,   they  have  often 
become  unknowing  victims  of  the  minimization,  denial  and 
distortion  of  reality  that  characterize  this  population. 
They  may  know  of  only  one  sexually  deviant  act  and  assume 
that  it  was  atypical   behavior  which  is  being  remedied  by 
therapy.  Yet,   their  client  may  be  continuing  to  reoffend. 
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Traditional   practitioners  may  assume  that   if  their  client  is 
talking  about  his  own  abuse  history,  examining  his  early 
f ami  1 y  dynaml cs ,  and  doi  ng  we  1 1   In  schoo 1  ,   that  he  Is  mak  i  ng 
significant  progress.  Yet,  these  traditional   "benchmarks"  of 
success  may  also  signify  failure  particularly  if  the  client 
is  refusing  to  discuss  his  offending  behaviors  (i.e.  a 
client  may  be  seeking  to  rational ize - his  own  offending 
behaviors  and  use  therapy  to  make  himself  feel  better  at  the 
same  time  he  continues  to  commit  sexual  offenses). 

Guidinc  Assumptions 

Given  the  consequences  to  innocent  victims  of 
diagnostic  and  treatment  m: stakes , many  sex-offender 
practitioners  have  adopted  the  following  assumptions  as  a 
guide  to  their  work: 

1.  Adolescent  sex-offender  treatment  must  be  directed 
at  preventing  further  victimization  of   innocent  members 
of  the  community. 

An  adolescent  who  is  identified  as  a  sexual 
offender  cannot  be  allowed  to  gradually  reduce  his 
sexually  deviant  behaviors  over  the  course  of  several 
years  of  treatment   If  those  deviant  behaviors  include 
the  victimization  of  others.     His  behavior  must  cease 
immediately,  and  this  cessation  must  be  a  precondition 
of  any  treatment   in  other  than  a  secure  facility. 

2.  Legal   accountability  for  offending  behavior  is  part 
of  an  overall    treatment  approach.     Legal  accountability 
and  treatment  are  not  mutually  exclusive  principles. 

Minimization  and  denial  are  the  primary  defense 
mechanisms  used  by  the  adolescent  offender  both  to 
avoid  responsibility  for  his  behavior  and  to 
rationalize  the  continuance  of  a  behavior  which  he  does 
not  wish  to  stop.     Thus,  judicial    Intervention  is  often 
the  first  effective  strategy  to  have  an   impact  on  this 
entrenched  internal  dynamic.  By  holding  a  youth  legally 
accountable  for  his  sexual  offenses,   the  community 
gives  that  youth  several    important  messages:     (1)  that 
his  behavior  is  unacceptable  and  must  be  stopped  (this 
may  be  the  first  time  in  his  life  that  anyone, 
professional   or  family  member,  has  made  such  a  clear 
statement  to  him);     (2)  that  since  his  behavior  is 
causing  damage  to  another  human  being,   it  must  be 
stopped  immediately  and  that  continuance  of  that 
behavior  will  have  serious  consequences  to  the 
offender,   including  his  loss  of  freedom;  and  (3)  that 
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while  he  may  not  view  his  victims  as  either  human  or  as 
damaged  by  his  actions,   the  court  certainly  does. 
Thus,   the  youth  is  given  his  first   lesson  in  humanizing 
his  victims,  a  very  important  part  of  his  later 
treatment . 


3.  Client  evaluation  materials  must   include  a 
diagnostic  assessment  by  a  specialist  trained  to  work 
with  adolescent  sexual  offenders. 

In  his  introduction  to  Kncpp's  monograph,  "The 
Youthful   Sex  Offender",  Minnesota  Juvenile  Judge  Allen 
Oleisky,   aptly  puts  forth  the  reasons  for  requiring 
such  an  evaluation.     He  states: 

Treatment  starts  with  assessment.  We  insist 
that  there  be  an  assessment  by  qualified 
experts,   trained  psychologists  who  work  for 
the  court.     While  many  psychologists  and 
psychiatrists  might  be  excellent   in  the 
fields  of  mental   retardation,  paranoia,  or 
schizophrenia,   they  may  have  limited 
knowledge   in  dealing  with  sex  offenders.  The 
traditional  mental  health  provider  may  see 
two  or  three  sex  offenders  a  year  and 
probably  is  not  up  to  date  on  the  literature, 
interviewing  techniques,  evaluation  and 
treatment  methods.     Therefore,  when  a  defense 
lawyer  presents  a  report  from  a  psychologist 
saying  there  Is  nothing  wrong  with  his 
juvenile  client,   that  the  sexual   offense  was 
a  one-time  occurrence  that  has  been  treated, 
and  that  there  will  be  no  further  behavioral 
problems,  we  do  not  accept   It.     We  insist 
that  cur  own  experienced  psychologists  do  the 
assessment . ^ 

In  addition,  specialized  sex-offender  evaluations 
can  provide  important   information  to  aid  the  evaluator 
in  making  an  assessment  relevant  to  client  risk  (for  a 
more  detailed  description  of  criteria  to  help- determine 
risk,  see  Appendix  A). 

4.  Treatment   in  peer  groups  designed  specifically  for 
adolescent  offenders  is  the  treatment  of  choice. 

A  recent  Prison  Research  Action  Education  Project 
survey  of  346  service  providers  indicated  that  97%<336) 
preferred  group  treatment  to  alternative  methods.  Only 
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3h  (10)   indicated  their  preference  for  individual 
therapy . 4 

Linda  Tschirhart  Sanford  speaks  to  the  choice  cf 
group  treatment   In  the  following  manner: 

By  directly  confronting  the  issues  of 
social    isolation,  feelings  of  their  own 
victimization,  distortion  of  reality, 
manipulation,  secrecy,  and  the   lack  of 
empathy  for  others,   the  group   is  addressing 
the  very  issues  that  have  allowed  sexually 
abusive  behavior  to  become  a  part  of  these 
adolescents'    lives.     More  generally, 
inclusion   in  a  group  of  peers,   that  does  net 
depend  on  them  either  being  abusive  or  being 
demeaned  is  a  completely  new  experience  for 
most  cf  these  individuals  and  allows  them  a 
situation   In  which  new  ways  of  expressing  and 
resolving  difficulties  can  be  attempted  in  a 
safe  and  structured  setting. 3 

Groups  also  help  to  eliminate  the  atmosphere  of 
shame  that  often  prevents  adolescent  sexual  offenders 
from  revealing  anything  about  their  offending  patterns 
or  histories.  The  group  can  also  be  a  powerful    tool  for 
both  confrontation  of  these  youth  who  continue  to  deny 
or  minimize  their  behaviors  and  support  for  those  youth 
who  attempt  to  explore  their  experiences  with  some 
honesty  and  openness. 

Treatment  Interventions 

Victim  protection,   legal   accountability,  specialized 
sex-effender  diagnosis,   and  group  treatment  are  the  four 
fundamental   operating  principles  which  can  serve  as  guides 
to  practitioners  operating  in  the  field.     These  principles, 
endorsed  by  the  New  England  Adolescent  Perpetrator  Network, 
allow  for  a  wide  variety  of  treatment  interventions  as 
evidenced  by  the  following  list  compiled  by  Knopp: 

Family  therapy;  various  types  of 
education   in  human  sexuality,   sometimes  for 
the  entire  family;  victim  awareness 
exercises,    including  empathy  training, 
accountability  and  responsibility;  acceptance 
and  familiarity  with  cycles  of  victimization; 
Interpersonal   social  skills  development  which 
teaches  communication   ,  socialization  and 
group  work;  anger  management  which  deals  with 
conflict  resolution  and  negotiating  skills; 
grief  work,  which  helps  work  through  personal 
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victimization  an,d  trauma;  Journal  keeping, 
which  teaches  how  to  record  thought  processes 
and  fantasies  and  encourages  writing 
autobiographical  materials;  survival  skills, 
which  include  stop-thought  processes  and  day- 
to-day  living  skills;  sex  role  expectations 
which  educate  about  "macho"  sex  role 
stereotyping;  and  general  education. 

The  range  of  potentially  useful   intervention  strategies 
is  broad  and  limited  at  this  point  only  by  the  creativity  of 
the  practitioners.  However,   there  is  disagreement  among 
practitioners  on  certain  strategies.  Some  programs  Integrate 
individual,  group  and  family  therapy  and  allow  different 
practitioners  to  provide  these  various  services.  Others  see 
such  an  integration  as  potentially  counterproductive,  since 
the  sex-  offender  can  give  different  Information  to  each 
practitioner.  This  tactic,  called  "splitting",  often  leads 
to  conflict  between  practitioners  and  hampers  their  ability 
to  deal  with  the  avoidance  and  denial   that  characterizes  the 
treatment  of  this  population.  Further,  some  practitioners 
insist  that  adolescents  call   themselves  sexual  offenders  as 
a  first  step  along  their  road  to  recovery,  similar  to  the  AA 
approach  with  alcoholics,  while  other  programs  do  not  want 
their  clients  to  view  themselves  as  offenders,  but  choose 
instead  to  focus  on  their  behaviors.  Additionally,  while 
most  programs  do  not  have  specific  residences  for  sexual 
offenders,  others  are  moving  towards  specialized  residential 
un  i  ts . 

It  is  too  early  to  determine  which  of  these  approaches 
listed  above  will  provide  the  highest  rate  of  success  with 
this  client  population.   It   is  clear,  however,  that 
traditional   one-on-one  psychotherapy,  particularly  with 
practitioners  committed  to  client  confidentiality  (i.e.  even 
when  the  practitioner  knows  about  new  offending  behavior, 
he/she  will   not   initiate  legal  action),  has  not  been 
successful.     Of  the  adult  clients  referred  to  Forensic 
Mental   Health  Services  for  sex-offender  treatment,  over  60% 
had  been  through  traditional  psychotherapy  without  success. 

Specialized  diagnostic  assessments  and  treatment  based 
upon  the  principles  outlined  above  can  provide  the 
foundation  for  an  approach  to  working  with  adolescent  sexual 
offenders.  However,  success  with  this  population  Is  highly 
dependent  upon  the  existence  of  a  care  continuum  guided  by 
these  same  intervention  principles.  In  the  section  which 
follows,  we  will   examine  the  particulars  of  this  continuum 
and  differentiate  a  continuum  of  care  from  a  continuum  of 
serv  i  ces. 
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SECTION  THREE 


A  COMPREHENSIVE  SERVICE-DELIVERY  SYSTEM  with  a 
CONTINUUM  OF  CARE 


As  previously  discussed,  specialized  diagnostic 
assessments  and  treatment  services  are  the  prerequisites  for 
successful  work  with  adolescent  sexual   offenders.  For  these 
approaches  to  be  truly  effective,  however,   they  must  be 
implemented  across  a  carefully  constructed  service  delivery 
system  with  a  continuum  of  care  that  guarantees  both  a  range 
of  residential   and  outpatient  alternatives  and  a  consistency 
of  approach  across  the  treatment  continuum. 

Continuum  of  Care 

Youthful   offenders  who  come  to  the  attention  of  the 
service  system  early   in  their  offending  history  and  who  have 
not  used  violence  in  their  offenses  may  be  treatable  in 
outpatient  settings.  While  these  youth  will  generally 
neither  self-refer  nor  agree  to  treatment  unless  such 
treatment   is  mandated  by  the  courts,  successful  intervention 
can  occur  in  outpatient  groups,   if  such  Judicial 
Intervention  exists.     The  prognosis  for  this  group  is 
further  enhanced  if  the  client's  family  also  enters 
treatment . 

Youth  whose  diagnostic  assessments  reveal   a  rather 
lengthy  offending  history,  and/or  a  history  of  aggressive 
sexual   assault,  generally  will   require  more  secure  settings. 
Seme  of  these  youth  will  be  treatable  in  staff-secure 
residential  programs  which  are  community  based.     Others,  who 
rank  very  high  on  the  risk  scale  (see  appendix  A)  and  who 
have  engaged  in  particularly  violent  sexual   acts,  will 
require  a  physically  secure  site.     Without  such  a  locked 
setting,    innocent  community  members  may  face  the  risk  of 
becoming  the  future  victims  of  these  youth  who  generally 
neither  intend  to  nor  are  able  to  stop  their  sexual 
assaults.  Requiring  the  community  to  expose  itself  to  such  a 
serious  and  unnecessary  risk  is  unacceptable. 

Thus,  a  comprehensive  service-delivery  system  with  a 
continuum  of  care  would  include  the  following  components: 

1.  Locked  residential   treatment  facilities. 

2.  Unlocked  staff  secure  residential  units. 
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3.  Alternative  ccmmun i ty-based  living 
environments     (e.g.   foster  care,  mentor  programs, 
supervised  apartments). 

4.  Outpatient  groups  and  day  programs. 

5.  Diagnostic  centers  and  services  specifically 
designed  to  provide  sex-offender  specific  as  well 
as  traditional   diagnostic  assessments. 

This  same  treatment  continuum  should  be  replicated 
for  mentally  retarded  clients,  since  there  are  also 
adolescent  sexual   offenders  with  major  cognitive 
deficits.     Such  clients  can  neither  be  integrated  with 
other  mere  cognitively  capable  adolescents  nor  with 
non-sex-offender  M.R.  clients  if  successful  treatment 
is  to  occur. 

While  a  number  of  state  agencies  have  committed 
themselves  to  the  creation  of  a  continuum  of  services 
quite  similar  to  the  care  continuum  outlined  above, 
such  a  continuum  differs  from  a  continuum  of  care  in 
several   critical  ways: 

1.  A  continuum  of  services  lacks  a  consistent 
treatment  orientation  and  philosophy  that  remains 
constant  as  a  youth  progresses  along  the 

con  t  i  nuum . 

2.  A  continuum  of  services  fails  to  maintain 
relationship  bonds  over  time  between  primary 
caregivers  (teachers,  clinicians,   other  direct 
care  personnel),  peers,  and  the  youthful  client. 

At  present,  a  youth  who  enters  the  system  in  a  highly 
secure  residential   setting  and  moves  through  a  less 
restrictive  residential   program  (foster  care,  home  placement 
or  supervised  apartment)  may  be  confronted  with  a  variety  of 
treatment  approaches,    intervention  styles,  clinical 
strategies  and  programmatic  philosophies.  Direct-care 
personnel,  clinicians,  and  teachers  alter  with  each  new 
placement.  While  such  an  approach  contributes  to  the 
recidivism  in  the  general   emotionally  disturbed  adolescent 
population,   it  is  particularly  damaging  to  the  adolescent 
sexual  offender. 

Even  with  a  specialized  approach  that   is  consistently 
implemented  over  time  by  treatment  staff  whom  these  youth 
know  and  trust,   they  experience  great  difficulty  in  freeing 
themselves  from  deeply  imprinted  behavioral   responses.  These 
responses  tend  to  reassert  themselves  if  the  youth  finds 
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himself  under  stress  or  pressure  or  dealing  with 
disappointment,  failure  or  highly  emotional  encounters.  To 
avoid  regression  and  new  offending  behavior,  these  youth 
need  to  have  their  new  behaviors  and  new  coping  mechanisms 
reinforced  over  and  over  again  in  a  consistent  and 
predictable  manner.   If  any  of  the  service  providers  along 
the  care  continuum  fail   to  subscribe  to  the  principles  and 
practices  of  sex-offender  specific  treatment  as  outlined 
above  (including  specialized  groups,  confrontation  and  legal 
accountability),  the  denial,  minimization  and  acting  out 
which  brought  the  adolescent  offender  Into  the  system  will 
be  reinforced.     Consistency  of  approach  and  predictability, 
central   elements  in  the  treatment  of  these  clients,  can  only 
be  guaranteed  when  service  providers  at  all    levels  of  the 
service  delivery  system  are  committed  to  confronting  the 
problems  of  adolescent  sexual  offenders  in  an  identical 
manner . 

Thus,  a  comprehensive  service-delivery  system  with  a 
continuum  of  care  must  not  only  contain  the  components 
listed  above  but  must  also  be  guided  by  the  following  basic 
premises: 

1.  That  each  youth  moving  through  the  system  be 
treated  with  a  consistent  approach  regardless  of 
his  residential   or  outpatient  placement.  While 
different  placements  might  require  a  modification 
of  technique,  objectives  or  strategies,   the  basic 
treatment  orientation  would  remain  the  same. 

2.  That  every  effort  be  made  to  maintain 
staff/client/peer  relationships  as  a  youth  moves 
frcm  one  placement  to  another  (i.e.   a  youth  would 
continue  to  work  with  the  same  therapist,  group 
leader,  or  day  program  staff  as  he  changes 
residential  placements  and  moves  along  the 
continuum  from  secure  treatment  to  independent 
living). 

Offense  Specific  Residences 

By  establishing  a  continuum  of  care  that  includes  both 
the  five  components  and  the  two  principles  outlined  above, 
communities  will   create  the  optimal  conditions  for  meeting 
both  their  own  needs  and  the  needs  of  this  specific  client 
population.  However,  one  additional  question  needs  to  be 
addressed.  Can  adolescent  sexual  offenders  be  successfully 
placed  in  programs  designed  to  serve  emotionally  disturbed 
adolescents  who  are  not  sex  offenders?  This  question  is 
particularly  pertinent  when  considering  the  need  to  create 
new  services  versus  the  utilization  of  existing  ones. 
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In  addressing  this  question,  Knopp  reports  that  "  most 
residential  programs  do  not  provide  separate  cottages  or 
quarters  for  sex  offenders.     Usually,  they  live  in  the 
general  population  but  meet   in  separate  offense-specific 
groups  at  least  once  per  week." 

However,  both  Knopp  and  other  service  providers  go  on 
to  suggest  that  such  an  arrangement  may  not  be  optimal.  She 
wr  i  tes: 

A  program  of  great  interest   is  the 
seven-year-old  Hennepin  County  Home  School  in 
Minnetonka,  Minnesota.     Until   fall  of  1982, 
the  sex  offenders  were  mixed  in  with  the 
general  population.     Since  that  time,  they 
have  been  housed  separately — first,   in  a 
single  cottage  and,  more  recently,  as  the 
sex-offender  population  has  expanded,   in  two 
cot  tages . 

Gail   Haversack,    lead  social  worker  at 
the  school,   reports  considerable  advantages 
for  both  staff  and  residents  to  housing  sex 
offenders  in  separate  cottages.     Before  sex 
offenders  were  separated,  staff  were  somewhat 
intimidated  by  the  offenders'  manipulative 
and  victimizing  behaviors.     They  found  that 
sex  offenders  could  divide  staff  very 
successfully  with  issues  regarding  their 
treatment.     Efforts  to  train  staff  to 
exercise  the  knowledge,  confidence,  and 
comfort  needed  to  deal  with  these  youngsters 
had  to  cover  the  entire  Institution. 
Presently,   though  all   staff  are  trained  to 
relate  to  the  sex-offender  population, 
training  is  Intensified  in  the  sex-offender 
cottages  and  staff  are  eager  to  become 
special ists. 

Haversack  reports  that  sex  offenders 
have  a  far  stronger  treatment  culture  when 
all   the  residents  are  working  on  similar 
issues.     In  effect,   it  permits  them  to 
implement  their  program  24  hours  a  day.  When 
all   the  youngsters  are  dealing  with  their 
manipulative  and  Intimidating  behaviors,  they 
can  recognize  them  more  readily  in  one 
another  and  help  one  another  deal  with  them. 
Because  the  treatment  culture  is  stronger  and 
the  focus  can  be  on  the  sexual   or  abusive 
Issues  all   day,  Haversack  believes  a 
resident's  stay  is  shortened  considerably.^- 


18 


Kncpp  also  states  that  the  sex-offender  specific 
residence  at  Hennepin  allows  for  the  creation  of  a 
supportive  atmosphere  that  eases  the  difficulty  of  exploring 
such  Issues  as  homosexuality  and  masturbation. 

The  author's  own  experience  in  working  with  this 
population  in  a  mixed-diagnostic  residential  setting 
suggests  the  following  additional  reasons  for 
creating  sex-offender  specific  residences: 

1.  Low  ego  functioning  youth  and  younger 
adolescents  (13-15)  who  do  not  have  any 
history  of  sexual   acting  out  behaviors  but 
who  are  struggling  both  to  carve  out  an 
identity  and  to  be  seen  as  acceptable  group 
members  by  their  adolescent  peers  often  mimic 
behaviors  and  attitudes  of  offenders,  a 
highly  undesirable  consequence  of  mixing 

c 1 i  ent  groups . 

2.  Sexual   offenders  are  often  aggressive  and 
intimidating.     Psychotic  and  borderline  youth 
are  often  unable  to  protect  themselves  from 
their  more  aggressive  peers.  As  a  result, 
these  more  seriously  emotionally  disturbed 
youth  are  either  psychologically  or 
physically  abused  by  the  offender  population. 
Such  experiences  recreate  their  own  histories 
of  physical   and  sexual  abuse  and  seriously 
inhibit  their  treatment.   (Occurrences  of 
physical   abuse  cannot  be  blamed  on  the 
incompetency  of  staff.     Even   in  the  most 
secure  locked  correctional   facilities,  such 
abuses  are  common.     In  adolescent  treatment 
units  that  are  also  attempting  to  provide 
normalized  environments,  such  abuse  cannot  be 
prevented  simply  through  staff  vigilance.) 

For  many  of  these  same  reasons,   the  Hill  Adolescent 
Center  based  in  Northampton,  MA,  a  program  that  has 
attempted  to  treat  adolescent  sexual  offenders  according  to 
the  principles  outlined  in  this  paper,  recently  decided  to 
stop  further  intakes  of  sexual  offenders  until   they  could 
acquire  separate  residences  for  offenders. 

There  is  a  major  residential  program  for  adolescent 
sexual  offenders,  however,  which  is  committed  to  maintaining 
a  client  mix,   the  Closed  Adolescent  Treatment  Center.  As 
noted,   this  program  serves  the  most  violent  adolescent 
offenders  who  have  committed  both  sexual   and  non-  sexual 
crimes.  During  much  of  the  day,  these  youth,  who  are  housed 
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In   individual    locked  rooms,  are  treated  together.  However, 
the  program  does  provide  a  group  specifically  for  sexual 
offenders  and  another  for  youth  convicted  of  murder.  The 
program  has  been  operating  relatively  successfully  in  this 
manner  for  about  ten  years. 

Another  program  which  has  both  a  mixed-diagnostic 
client  population  and  adheres  to  the  sex-offender  treatment 
model  outlined  above   is  The  New  England  Adolescent  Research 
Institute  School   (N.E.A.R.I.)   located  in  Holyoke,  MA. 
N.E.A.R.I.    is  a  special   education  facility  that  serves 
severely  emotionally  disturbed  and  violent  adolescents. 
Their  experience  suggests  that  a  highly  structured  day 
program  can  provide  sexual   offenders  with  certain  positive 
treatment  experiences  without  risking  the  negative  outcomes 
described  above.     Penny  Cuninggim,   the  program's  director, 
and  her  staff  have  made  it  clear  that  the  benefits  of  mixing 
offenders  with  other  disturbed  adolescents  are  true  only  for 
youth  who  have  not  committed  such  serious  sexual  offenses 
that  they  pose  a  direct  threat  to  other  members  of  the 
school  population.  She  suggests  that  such  clients  should  be 
served  in   locked  sex-offender  specific  residential  programs. 

A  mixed-population  educational   day  program  would  be 
most  suitable  for  clients  who  can  be  served  in  staff-secure 
residential    facilities,    including  clients  placed  in  such 
facilities  subsequent   to  treatment   in  a  locked  sex-offender 
res i  dene e . 

The  program  lists  the  following  potentially  positive 
outcomes  of  a  mixed-diagnostic  day  program: 

1.  Adolescent  sexual   offenders  often  do  well 
in  an  educational   setting.     They  are 
behavioral ly  compliant  (i.e.   they  can  move 
through  the  school   routines  with  relative 
ease  without  disruptively  acting  out)  and, 
often,  educationally  advanced  in  comparison 
to  other  emotionally  disturbed  clients. 
Therefore,   they  can  provide  positive  role 
models  for  other  students  in  an  educational 
setting. 

2.  An  educational   environment  generally 
focuses  on  subject  matter  which  is 
emotionally  neutral.  Such  a  setting  Is  also 
very  highly  structured.  Such  a  routinized  and 
structured  environment  seems  to  diffuse  the 
sexually  aggressive  behaviors  of  adolescent 
offenders  that  are  enhanced  by  leisure  time 
and  residential   environments  (i.e.  bedrooms 
and  common   living  areas). 
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3.     School   can  serve" as  a  bridge  between 
residential  placement  and  return  to  the 
community  for  youth  who  will  have  to  cope 
with  both  their  own  sex-offender  histories 
and  a  nonoffending  community  population. 
Within  the  safety  of  the  school,  adolescent 
sexual  offenders  can  practice  community- 
appropriate  behaviors  in  an  environment  that 
includes  both  female  peers  and  female 
teachers  (structured  trips  into  the  community 
force  the  pedophiles  to  experience  an 
environment  in  which  there  are  children).  If 
the  staff  has  been  specially  trained  to  work 
with  sexual  offenders,  any  inappropriate 
behaviors  can  be  Immediately  confronted  and 
worked  on.^ 

Thus,  a  mixed-diagnostic  category  day  program  might 
provide  the  type  of  structured  environment  suited  to  helping 
an  adolescent  sexual   offender  move  along  the  care  continuum 
towards  more  Independent  living. 

While  there  are  a  number  of  negative  implications  to 
operating  with  a  generic  residential  mix,   there  are  several 
strong  reasons  for  designing  sex-offender  specific 
residences.  Therefore,  the  data  that  are  available  at 
present  suggest  the  creation  of  a  comprehensive 
service-delivery  system  with  a  continuum  of  care  with 
sex-offender  specific  residential  programs,  while  further 
exploring  the  possibility  of  creating  mixed-diagnostic 
category  day  programs  and  educational  sites. 

The  next  section  will  set  forth  specific 
recommendations  and  strategies  for  implementing  such  a 
cont  i  nuum. 
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SECTION  FOUR 


RECOMMENDATIONS 


Specialized  diagnostic  assessments  and  treatment  for 
adolescent  sexual  offenders  require  a  high  degree  of 
cooperation  between  many  state  agencies.     Success  depends  as 
much  upon  the  attitudes  and  actions  of  police,  prosecutors, 
probation  officers  and  judges  as  it  does  upon  sex-offender 
specific  diagnosis  and  treatment.  Establishing  such 
cooperation  may  require  interagency  initiatives,  programming 
and  new  legislation.     However,   the  recommendations  which 
follow  will   not  address  these  larger  systems  issues. 
Perhaps,  others  who  are  committed  to  serving  these  clients 
in  the  manner  outlined  in  this  document  will  find 
appropriate  forums  within  which  to  develop  a  cooperative 
interagency  approach. 

What  follows  are  recommendations  regarding  the 
necessary  steps  for   implementing  a  comprehensive  service- 
delivery  system  with  a  continuum  of  care  for  adolescent 
sexual  offenders  regardless  of  the  ultimate  locus  of 
administrative  responsibility. 

1.     Develop  a  service-delivery  system  with  a 
continuum  of  care  including  the  following  five 
components  and  two  operating  principles  previously 
outlined  in  Section  3: 

Ccmponen  ts : 

a.  Locked  residential  treatment 
f ac 1 1 i  t  i  es . 

b.  Unlocked  staff-secure  residential 
units. 

c.  Alternative  community-based  living 
environments  Ce.g.   foster  care,  mentor 
programs,  supervised  apartments). 

d.  Outpatient  groups  and  day  programs. 

e.  Diagnostic  centers  and  services 
specifically  designed  to  provide  sex-offender 
specific  as  well  as  traditional  diagnostic 
assessments . 
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Pr I nc I p ] es : 

a.  That  each  youth  moving  through  the 
system  be  treated  with  a  consistent  approach 
regardless  of  his  residential   or  outpatient 
placement.     While  different  placements  might 
require  a  modification  of  technique, 
objectives  or  strategies,  the  basic  treatment 
orientation  would  remain  the  same. 

b.  That  every  effort  be  made  to 
maintain  staf f /c 1 i ent/peer  relationships  as  a 
youth  moves  from  one  placement  to  another 
(i.e.  a  youth  continue  to  work  with  the  same 
therapist,  group  leader,  or  day  program  staff 
as  he  changes  residential  placements  and 
moves  along  the  continuum  from  secure 
treatment  to  independent  living). 

2.  Identify  service  providers  who  presently 
operate  any  of  the  components  (residential 
programs,   foster  care,  outpatient  programs)  and 
who  are  Interested  In  providing  services  to 
adolescent  sexual  offenders.   If  such  services  do 
not  exist  in  a  particular  area,  new  resources  may 
have  to  be  identified.     If  present  service 
providers  are  either  unwilling  or  unable  to 
provide  adequate  services  to  adolescent  sexual 
offenders,  new  providers  will  have  to  be 

i  dent  i  f  i  ed . 

3.  Identify  people  who  will  serve  as  resource 
people,   trainers  and  evaluators  for  the  region. 

4.  Initiate  major  statewide  training  programs 
that  would  include  the  following  components: 

a.  Programs  to  train  trainers  to  teach 
other  staff  and  diagnostic  personnel  how 
to  deliver  services  according  to  the 
assumptions  and  principles  outlined 
above . 

b.  These  trainers  would  then  deliver  a 
standardized  training  curriculum  (since 
this  is  an  evolving  discipline  the 
curriculum  would  be  updated  as  new 
approaches  emerged)  to  identified 
service  providers  and  serve  as  a  future 
resource  to  them.  These  same,  individuals 
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would  be  trained  in  evaluation 
techniques  and  empowered  to  evaluate 
services  delivered  by  providers. 
Training  could  also  be  offered  to 
collateral   treatment  personnel  such  as 
judges,  probation  officers,  police,  and 
district  attorneys. 

c.  Standardization  of  training  would  be 
guaranteed  both  by  a  standardized 
curriculum  and  by  evaluation  of 
tra  i  ners . 


d.  Whenever  possible,   trainers  should  be 
selected  from  those  professionals  who 
have  already  developed  expertise  in  the 
subdi sc ip 1 i ne  of  adolescent  sex- 
offender  treatment. 


5.  Ask  service  providers  who  have  volunteered  to 
work  with  adolescent  sexual   offenders  to  develop 
sex-cffender  specific  residences  and  treatment 
groups.     Ask  outpatient  clinics  to  form  adolescent 
sex-offender  groups  and  ask  community-based 
residential  programs  to  place  referred  sexual 
offenders  in  designated  residences.  Treat 
sex-offenders  who  are  being  placed  in  mixed- 
diagnostic  category  programs  in  specialized 
groups.  Create,   identify,  and  set  aside  foster 
care  homes  and  supervised  apartments  for  this 

cl  i  ent  popul at  i  on . 

6.  Designate  and  develop  educational   and  other 
day  programs  to  work  with  adolescent  sexual 
offenders.     Program  staff  would  participate  in 
trainings  established  by  district  trainers 
identified  in  #3  above. 

7.  Develop  district-  or  area-based  diagnostic 
centers  and  services  capable  of  providing  sex- 
offender-specific  information  to  all    levels  of  the 
service-delivery  system.     These  centers  should 
consider  the  use  of  interview,  testing  and 
laboratory  diagnostic  techniques  and  should  be 
equipped  with  adequate  technology  to  do  so.  These 
centers  could  be  developed  either  within  existing 
outpatient  clinics  or  through  special  contracts 
established  with  service  providers.  Diagnostic 
staff  would  be  trained  by  trainers. 
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8.  Participate  in  the  development  of  physically 
secure  residential  units  for  adolescent  sexual 
offenders  in  areas  where  none  exist. 

9.  Develop  placement  policies  that  would  allow 
youth  to  move  in  either  direction  along  the 
continuum  of  care.   Ci.e.  a  youth  prematurely 
placed  in  a  community  residence  should  be  returned 
to  a  locked  setting.     A  youth  placed  in  an 
outpatient  group  as  a  term  of  probation  should  be 
discharged  either  to  a  community-based  residential 
facility  or  to  a  secure  facility   if  he  refuses  to 
participate  in  court  mandated  treatment.  A  youth 
who  has  successfully  completed  his  treatment   in  a 
locked  secure  facility  should  be  placed  in  a 
community  residence  or  other  alternative 
community-based  living  environment.   It   is  assumed 
that  all    levels  of  the  service  system  will  treat 
youth  according  to  the  principles  outlined  in  this 
document  although  specific  interventions  and 
strategies  may  vary). 

10.  Develcp  and  allocate  resources  to  evaluate 
services  provided  at  all    levels  of  the  care 
continuum.     These  evaluations  should  be  ongoing 
and  designed  to  help  providers  achieve  optimal 
continuity  In  care  and  service  delivery  standards, 
rather  than  end-of-year  evaluations  designed  to 
point  out  Inadequacies. 

11.  Establish  an  interagency  commission  to 
recommend  changes  in  state  statutes  or  policies 
which  hinder  or  prevent  the  implementation  of  the 
above  outlined  recommendations. 

While  the  lack  of  adequate  resources  and/or  other 
administrative  or  political   realities  may  prevent  the 
implementation  of  the  entire  service-delivery  system  in  the 
immediate  future,  a  minimum  commitment  of  resources 
allocated  for  training  could  guarantee  both  the  initiation 
of  new  outpatient  groups  and  the  diagnosis  of  perpetrators 
according  to  sex-offender  specific  criteria.  While'some 
areas  or  districts  would  need  to  create  components  of  the 
care  continuum,  others  would  only  need  to  redesign  their 
present  delivery  systems.  By  allocating  resources  to 
training  and  evaluation  and  by  mandating  sex-offender 
specific  treatment,     we  will  have  taken  major  steps  towards 
making  an  impact  upon  the  sexually  abusive  behaviors  of  this 
c 1 i  ent  popul at  i on . 
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This  paper  has  presented  arguments  to  support  early 
intervention,  specialized  diagnostic  assessments  and 
treatment,  a  comprehensive  service-delivery  system  with  a 
continuum  of  care  and  extensive  Interagency  cooperation  as 
the  necessary  prerequisites  for  safe  outcomes  in  treating 
adolescent  sexual  offenders.  These  prerequisites,  however, 
will  only  enable  us  to  respond  to  a  rapidly  expanding 
problem  In  an  optimal  manner.    They  will  not  help  us  to 
prevent  It. 

Given  the  evidence,  prevention  of  sexual  violence  will 
require  a  major  effort  by  a  wide  array  of  forces  In  our 
socio-political  system.  While  the  specifics  of  such  an 
effort  extend  beyond  the  bounds  of  this  paper,  a  prevention 
program  with  mass  media,  educational,  Judicial,  legislative 
and  administrative  components  is  an  essential  part  of  any 
comprehensive  response  to  the  problems  posed  by  adolescent 
sex-offenders.  A  comprehensive  program  of  prevention,  early 
identification  of  youthful  offenders,  and  sex-offender 
specific  diagnosis  and  treatment  will  allow  us  to  take  a 
significant  step  towards  eliminating  sexual   violence  and 
abuse.  Given  our  responsibility  to  potential  victims,  such  a 
comprehensive  program  Is  essential. 
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APPENDIX  A 


SEX  OFFENDER  RISK  SCALE 

The  following  valuable  37  point  checklist  of  clinical 
risk  criteria,  compiled  by  Wenet  and  Clark  and  regularly 
utilizied  at  the  Adolescent  Clinic,  relates  to  risks 
involved  in  non-residential  versus  residential   treatment  for 
these  youths.     The  authors  emphasize  the  list   is  not 
validated  by  research  and  thus  should  be  used  only  as  a 
guide . 


LOW  RISK 


1 . 

First  documented  offense,  with  no  indication  it 

is  a  pattern  (i.e.  not  a  compulsive  fantasizer 

about  the  offense). 

2. 

evidence  of  peer  support  croup,  adequate  social 

adjustmen  t . 

3. 

supportive  family. 

4. 

adequate  school  adjustment. 

5. 

wi 1 1 ingness  to  discuss  the  offense. 

6. 

expresses  concern  for  the  victim. 

7. 

positive  attitude  about  sexuality. 

8. 

understands  what  society  views  as  wrong  about  his 

of  f ense . 

9. 

able  to  identify  strenaths  about  himself. 

10  . 

no  indications  of  significant  depression. 

11  . 

family  supportive  of  treatment. 

MODERATE 

RISK 

12. 

two  or  more  documented  offenses. 

13. 

evidence  of  social  isolation. 

14. 

evidence  of  school  difficulties. 

15. 

negative  family  relationships. 

16. 

minimizes  victim's  hurt. 

17. 

resistant  to  discussing  offense. 

18. 

cannot  describe  why  society  views  his  behavior  as 

wrong. 

19. 

blames  others  for  what  happened. 

20. 

unable  to  identify  strengths  about  himself. 

21  . 

rigid  attitude  about  sexuality. 

22. 

offense  associated  with  use  of  drugs  or  alcohol. 

23. 

evidence  of  significant  depression. 

24. 

history  of  physical  or  sexual  abuse. 

25. 

masturbatory  fantasies  associated  with  the 

offense . 

26. 

history  of  aggressive  behavior. 
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HIGH  RISK 


(These  Individuals  may  share  characteristics  with  the 
moderate  group  but  will  be  differentiated  by  the  following): 

27.   offense  involved  violence,  physical   force,  use  of 

weapon  or  threat  to  use  weapon. 

28.   continued  offense  behavior  In  spite  of  victim 

expressing  hurt  or  fear. 

29.   repeated  offenses  for  which  he  has  already  received 

treatment . 

30.   evidence  of  progressive  increase  in  the  force 

used  to  commit  repeated  offenses. 

31.   complete  denial   of  a  documented  offense. 

32.   refuses  to  discuss  sexuality. 

33.   refuses  to  participate  In  evaluation. 

34.   parents'  denying  that  their  youngster  has  any 

problems  or  evidence  of  parents'  overprotect i on . 

35.   any  history  of  chronic  substance  abuse. 

36.   any  evidence  of  thought  disorder. 

37.   significant   intellectual  deficits  limiting 

ability  to  learn  from  the  consequences  of  one's 
behavior. 
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